Introduction
Readers of Family Practice are perhaps interested in some reflections on English general practice after the first author's 3 years there. As a Dutch GP with almost 30 years of experience, HvM expected to step into the birthplace of general practice, into what he had hoped would be an even more connected, controlled and community-based version of medicine. The opposite seems true, unfortunately. Fragmentation looms as connections are harder to find. In these 3 years, he asked himself why he had never observed a similar sense of crisis in general practice in the Netherlands. What could have gone wrong in the UK? We are genuinely worried about the 'sinking' of the NHS flagship, general practice, and we are not alone (1) (2) (3) . In this paper, we support our experiences with a scoping review of the pertinent literature based on two systematic reviews (4, 5) and on mostly qualitative literature (6, 7) . WSS practised as a GP in Sussex for over 30 years and is a Senior Clinical Teaching Fellow at Brighton and Sussex Medical School. He is the Programme Director for Physician Associate Studies.
To illustrate the point of apparent 'disconnectedness' in general practice, one of the first patients to consult with HvM about his 'tiredness' was a 57 year-old man, a smoker, who had suffered a myocardial infarction 7 years ago. He was concerned about a recurrence even though he had no chest pain and no abnormalities were found on physical examination. As the patient and HvM had no prior clinical contact together, he (quite understandably) did not have much trust in HvM. In addition, there were also obviously different backgrounds. To reassure him, some tests were suggested. HvM coded the encounter with the Read code for 'tiredness'. All tests turned out to be normal. Subsequently two accident and emergency room and two extra practice visits later (without abnormalities), he saw a nurse practitioner who prescribed antibiotics for influenza. So this is how discontinuation and fragmentation win, and how the core value, connectedness through continuity was lost before a working relationship with this patient even began (3). Some would point to the 2004 GP contract as the starting point which ultimately prioritized speed of access over continuity of care. Patients were no longer registered with an individual GP, but with a GP practice (8) . This may be seen as a retrograde decision in care provision.
Difficulties
Generalists such as GPs and their patients face at least five difficulties in making decisions. The first is how to connect to weave common ground towards shared decision making, to build trust, to adapt and to normalize if appropriate (9, 10) . GPs are often faced by diagnostic ambiguity and are required to help patients to deal with their own uncertainties, and the solution may appear through subsequent consultations (11) . This is a fundamentally juxtaposed co-design dimension to the conventional hospital approach. GPs tolerate more uncertainty and ambiguity. To switch between these two approaches to dealing with uncertainty can be confusing for both the GP and the patient (and the hospital) (12) . Connected generalism is under threat, because we confuse care and treatment. We overrate 'interventions' and neglect care. Atul Gawande, a professor of surgery at Harvard, describes what it was like for his father, a urologist, to grow old and die in his excellent book 'Being Mortal' (13) . He explains how medicine has changed in its total focus to control death and how it has not changed over time because we still die. We have become profoundly detached from the reality of being mortal, even as medical advances push the boundaries of survival further each year. His message is that a good and shared 'contextual' life, and not a good death, should be the goal. We need dialogue to create meaning and context and to inform decisions.
Specialist training for general practice, at least in the Netherlands, is therefore focused on experience-based learning, probably more so than in England. This type of learning supports honing dialogue skills, tolerating uncertainty and co-constructing 'sufficing' explanations. Dutch GPs furthermore have their own guidelines, such as about the management of medically unexplained physical symptoms, whereas English GPs need to follow possibly overly detailed NICE guidance. The Dutch College of General Practitioners has since 1989 drawn up its own guidelines on how to treat specific conditions in primary care. It started with diabetes and now has guidelines on around 100 conditions (14) .
The second difficulty is to detect or exclude actual 'disease' in the 9.22 minutes available. The low prevalence of new pathology, the chronicity of existing diseases and the high co-morbidity dictate that GPs rely more on dialogue skills, contextual experience and broad 'tools' to connect: they cannot exclude all possible pathology in the perspective of 'understanding as an individual achievement' that the German philosopher of science Gadamer describes (15) . Ten per cent more consultations per patient per year in the last 10 years combined with a disproportionate rise in the more complicated issues that elderly people and infants present add to such pressures (16).
Gadamer sees a fundamental difference between 'understanding as an individual achievement' and 'understanding as an interactive process or dialogue' ('hermeneutics'). He sees two separate views about the nature of human needs. He describes in 'Truth and Method' the theory and methodology of interpretation, which was initially applied to the interpretation of scripture (17) .
The third difficulty about making decisions in primary care is that GPs want to act as gatekeepers, but that patients are not spineless objects accidentally entering the doctor's office. They can be a confusing mix of 'visitors', 'complainants' and actual 'customers'. Such gatekeeping requires time and trust: only customers buy the GP's core product that is their advice or explanations. The patient in the case did not buy it! To carefully explain to a tired patient how he can deal with his health anxiety quickly, it takes another 9.22 minutes. If we can somehow still organize the helpful continuity of care that our frequently multi-morbid population needs, then this can save us from fragmentation, even if we have short consultations (19) .
The fourth difficulty relates to coding. This might seem a minor and perhaps academic issue, but it is our firm conviction that a medical 'language' has major consequences for connections. The (UK) Read code 'tiredness' was meant as an International Classification of Primary Care code (ICPC, A04). It reflected a clinical judgement that there was no immediate need to think of other clinical issues. In the terminology of the ICPC, the system that HvM worked with in the Netherlands, 'tiredness' was the clinical working hypothesis that the patient and he had discussed. ICPC is widely used in over 20 countries (20, 21) . ICPC 'tiredness' only becomes a serious illness in <2% of cases and mostly progresses into depression and seldom into other conditions (22) (23) (24) . Medical languages, through their application in the process of diagnosis, attempt to 'fixate' a certain medical reality.
The traditional pathology-based coding model encountered major problems when it came to be applied to primary care in the middle of the 20th century. The low baseline risk of serious illness and the benign prognosis in community settings (provided there is a tight follow-up) required a more symptoms-based approach. Pathology-based thinking might be helpful with a highly selected patient population and access to comprehensive diagnostic aids in hospital practice. Most GPs find such classifications particularly unhelpful, however, in their job to 'marry the rawness of undifferentiated human illness and distress, with further actions and with actual classifiable disease (and the transitions between them)' (25) . As ICPC is not used in the UK, however, this choice may fundamentally disenfranchise UK GPs' take on the clinical dialogue (20) . It reflects a fundamental disregard of generalism and an unbalance in medical power towards 'partialisation'. Where 90% of contacts are dealt with in primary care for <8% of the health care budget, we worry that this choice mirrors that general practice is undervalued in the country that invented it. The dire position of medical generalism in the UK is not new, by the way. In 1850, the Colleges of Surgeons and Physicians obstructed the development of what became the College of General Practitioners only a century later (26) .
A fifth difficulty is a major workforce crisis (5, 27, 28) . Only 19% of medical students want to work as a GP (29) . One theme behind that crisis is a lack of inter-professional medical solidarity, but moreover medical autonomy is also under threat with the profession's 150-year-old collegial model of self-regulation ending in the 1990s (30) . There is furthermore a lack of respect for GPs among both doctors and the public (31) . 'Vocational professionalism' may also be less on vogue (32), with young doctors seeking a good work-life balance, and there may be underfunding, with £134 median annual primary medical care funding per patient, minus prescription and dispensing costs (33) . Added to this mix is consumerism, accountability, transparency and risk awareness (34, 35) .
Conclusion
Our overall analysis and heartfelt wish are that we figure out how to support GPs in the UK: how to put them in the drivers' seat of health care again, as they seem to be more so in the Netherlands. How we can help the English 'choir of medicine' to start singing from the same hymn sheet again? Family practice needs broad support from fellow doctors. It saddens us to see that contextual generalism is under threat. Much of what family practitioners (and other doctors) do is not pathology based. It is about discussing, sharing, acknowledging, normalizing, investigating and following-up of 'symptoms', worries, not of 'disorders', but it can only work when it is backed up by the rest of medicine (and society). Symptoms are fundamentally uncertain, most, fortunately, just disappear but they can also become indicators of major illness and death: the patient could have developed chest pain, for instance. To be able to deal with inevitable uncertainties, good medicine makes room for the general, for the discussion, although that might sometimes be at the expense of the particular. Fragmentation may seem to be winning, but GPs can help us, as persons, to integrate and not get lost in the medical swamps. In understanding as an individual achievement, the needs of the other can be uncovered through a skillful act by an interpreter, a scan, for instance. They are seen as given. An interpreter (a doctor) can fully discover the needs of the other person, in principle. This individual understanding means that total knowledge of the other is (ideally) possible, as in a fullbody scan: 'This is what is wrong with you'. Care is regarded as a skilful comportment by the care giver, based upon intuitive insight into the needs of the care receiver. This is the interpretative model of the doctor-patient relationship. It does not require connections. An increasingly fragmented and technological medicine focuses on this first type of understanding.
In hermeneutic understanding, however, the needs of the other are not seen as given, but are seen as an interactive process. Primary care doctors use this more deliberative model to help patients to make sense of uncertainty and meaning together (18) . Care is regarded as a mutual endeavour, based upon openness and dialogue. Dialogue takes time and conscious effort to develop though.
The current fragmentation means, for instance, that it is often difficult to find the time as a UK GP, to discuss important medical decisions with patients uninterruptedly, with enough time to connect with them. Quality and Outcomes Framework alerts pop up all the time on the screen to distract.
